Editorial
Introduction
This issue of Clinical Rehabilitation includes six papers that all relate, loosely, to community rehabilitation. They illustrate the practical and conceptual difficulties associated with community rehabilitation in Britain and Australia. The term 'community rehabilitation' seems to be a politically expedient but clinically meaningless phrase that may threaten the delivery of good services to our patients.
Rehabilitation services are any service that includes two or more different professions who work together as a team (with common agreed goals) and who deliver multifocal interventions aiming to optimize a patient's social participation through reducing activity limitations.
Rehabilitation services can be classified in various ways. First, by location of delivery of the service: a general hospital (in-or outpatient), specialist rehabilitation hospital (in-or outpatient), residential or nursing home, or own home. Second, by degree and nature of specialization, noting that local services may not have a disease or impairment specialization but they will usually have extremely important specialized information about local services, etc. Third, they might be classified by location of the team's management and administrative base.
At present there is no agreed nomenclature to describe or classify rehabilitation services, and community rehabilitation is a phrase that has no agreed meaning. The papers in this issue both highlight the difficulties with definition, and also expose some of the problems found in current community rehabilitation services.
One solution is to classify services using the WHO ICIDH-2 framework, specifying the level(s) and/or contextual factors that they specialize in. This would reflect the reality that existing services already cover many areas. In this framework 'community rehabilitation services' could be re-defined as those that specialize in optimizing social integration locally (i.e. would specialize in interventions at the level of handicap or participation). They would also specialize in altering the local aspects of a patient's physical and social context. They would naturally also cover generic and common problems, as would all other services.
To conclude, complete rehabilitation requires a network of specialist services. Some will specialize in specific impairments (e.g. an incontinence service), some in specific diseases or groups of diseases (e.g. neurological disability services), some in specific interventions (e.g. wheelchairs and seating), and some in supporting patients in their locality. Patients would then move through this network, using different services singly or in combination as time progresses. Community rehabilitation should be an integral part of a rehabilitation network spanning all aspects of a patient's needs, and it should not be seen as an alternative to any existing service.
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